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The meetingwas calledtoorderat 1600. The minutesfromthe last meetingwere approved.

Duringthis meeting, there were three formal presentations, which spawned much conversation and
discussion. Thisallowed more time for discussion thaninthe last meeting.

The first presentation was by Edgar Wiggins, from BCRI, who discussed the role of crisis services for
adults. The power pointhas beenshared with the group on google drive and inthe google group.
Notably, one of the key factors in BCRI’s success in Baltimore has beenitsrole asa “one stop shop”,
offeringavariety of servicestomeetthe needs of individualsin crisis. These range from crisis
residential stabilization units, residential detox programs, mobilecrisis outreach, atelephone hotline, in-
home services, and avariety of otherservices. BCRIlis engaged heavilyin training of the Baltimore
Police Department, where every new officer now receives four days of trainingon mental healthissues
duringthe academy. While thereisa CIT program (BEST), this training means that all officers undergo
nearly the full training offered to CIT officersin other places (NOTE: the CITmodel is based on volunteer
officers who receive 40 hours of trainingin orderto become CIT-certified).



One of the issues Edgarunderscored was the important diversion role of BCRI. Inseveral slides, he
described the diversion that BCRI was able to accomplish when grant funded specifically to do so. The
program was able to divert 69% of ED referrals whom otherwise would have been admitted. He
estimated thatduring FY12, even afterthe specificdiversion program was shut down for budgetary
reasons, BCRI saved the state ~“$25M ininpatient costs, balanced against ~55M in the crisis stabilization
costs incurred. The discussion focused on the disincentivestodiversion, inthatonce a personisin the
ED, all factors tend to favoradmission, formany reasons. Absentagatekeeperthattilts the balance
toward alternatives toinpatient care, the existingincentives all favoradmission. Some participants
believed thatthis meansthere should be amechanismto keeping people out of EDs, or that a
PsychiatricEmergency/Crisis Serviceindependent of the hospitals ought to be designed. Othersfavored
the use of the ASO (or another entity) serving as a gatekeeperto force thinking toward diversion from
inpatient except forthose patients clearly in need of 24/7 locked inpatient care for safety reasons.
Regardless of the solution chosen, any solution would clearly require dramaticchangesin thinkingand
infunding streams, and some would require legislation orregulatory changes.

The second presentation was by Ari Blum on crisis services foryouth. He started by noting the dramatic
increasesin ED and inpatient use by children overthe pastfew years. Most of his presentation focused
on recommendations regarding needs in the crisis care foryoung people, which included
e Rapidaccess to care and to information, including traditional services, butalso novel
approachessuch as online and phone-based applications
e Community-based crisis services alongthe lines of what BCRI offers foradults
e Longerterm and “respite” programs which are important for kids and theirfamilies.
BCARS offersa number of these services, but one of the main gapsisthe lack of crisisbeds. Inaddition,
thereisa similardynamictothat seen with adultsinthe ED: when a call comesfrom a caregiver (parent,
school, etc) looking to manage a crisisin a kid, a mobile outreach “stabilization” and return to the
caregiverisusually notthe answerthatthe caregiver wanted. The overall recommendations werefor:
* #1 - Expansion of Community Crisis Response and Stabilization Services so all jurisdictionsin
Maryland can deliver core services
* # 2- Statewide Promotion, Training and Quality Assurance of Crisis Programs
* #3-Streamline Behavioral Health Crisis Triage Responseincluding: requiring crisis response
providerto assess patientand communicate with ASO priorto ED admission authorization

The third presentation was from Kait Roe on consumerviews of the primary barriers. She prepareda
detailed handout, which is available on google driveand on google groups. Ratherthantry to repeat
that, here are her main thoughts about the barriers to care as experienced by the person seeking that
care:
e Access. There are many barriers, including
o Complexsystem—howdoyou findadoorin?
o Shortage of prescribers—isthere a role for extenders like NPs? Can primary care play a
role?
o Shortage of therapists
e Interruptionsincare
o Sometimes precipitated by moving from one state toanotherleadingto breaksin
publicly funded coverage
o Sometimes precipitate by job change orjob lossleadingto breaksinemployer-based
coverage
o Sometimes precipitated by movementfrom one systemtoanother, with formulary
differences



o Copaysand priorauthorizations can be a big barrierto those living with less than
adequate income
e Transportation—ifyoucan’t get there,thenyoucan’tget care
Caregivers—ifyou are caringfor children or parentsin need, thenyou can’t get care foryourself
e Transitionsfromone level of care toanother. Thistiesin closely withinterruptionsin care
e Healthilliteracy and lack of knowledge of how to access care and how to manage one’s care and
how to ensure that one receives proper care
e Resistance totreatmentonthe part of the consumer. This may be basedon
o Stigma
o Discrimination
o Negative experiencesin earlier care episodes
o Hopelessness:lack of confidence that care can make a difference

The next meetingison 9/10/13 at 1600 at Sheppard Pratt Conference Center. Roomand-call-in
informationtofollow. Pleasetrytobe ontime. Thiswill be ourlast meeting, and we will need to use
the time to wrap things up and to try to devise afew key recommendations to the larger workgroup.
Here are the “focus areas” we agreed to consider as our main topics of conversation:

e Disruptions of mental health treatment by the effects of alcohol and substance abuse, including
the barriersto coordination of care, and the overall lack of specialized CD services forthe SMI
population

e Lack of accessto eligibleservices due to barriersin enrollingin Medical Assistance

e Lack of timelyaccessto providers, especially prescribers, by patients, including hospital
diversion (crisis services)and community re-entry (first appointments, new referrals)

e Lack of timelyaccesstotreaters bytelephone, and clinical information, across levels of care,
including confidentiality barriers/solutions, and the role of CRISP

e Lack of access to medical care, and especially medical care thatis truly integrated and
coordinated with behavioral healthcare, including ChronicHealth Homes

e Lack of appropriate clinical services for Transitional Age Youth

e Chronic nonadherence to outpatienttreatmentin highrisk patients with repeated involuntary
hospitalizations

e Discontinuities of care unique to the forensic population, across levels/location of care

Many of these were touched onin various presentations and numerous times during our discussions.
The last item, on forensic populations, was not discussed much, and we had a brief discussion of some
of the special barriers attendant to this population, which include:

e Transitionsfrom corrections tothe community, or between correctional facilities and hospitals
e Stigmaassociated with acriminal history
o Specificstigmasandbarriers related to certain histories, such as sex of fenses orarson
e Regulatory orstatutory restrictions on housing for certain individuals with criminal backgrounds
o More and more, housing providers used by clinical programs run background checks and
nix all comers with criminal histories, regardless of clinical interventions that may have
mitigated some of the risk



In orderto do prepare fornext week, | was asked to summarize the recommendations made by the
various presenters. | will simply reiterate these from the presentation materials and fromthe prior
minutes, so they may be redundant.

e istherea way to triggeran electronicalerttoa prescribing physician when a patientdoes notfill
or refill aprescription? This could thenallow the doctorto do some outreach or case
management. Butof course, thisrequires resources both forthe technology (probably relatively
easyiflegalissuescan be resolved) as well as for doctors offices in te rms of staff time forthe
outreach (likely requiring funding not currently available). (8/13/13)

e access to timely appointments, access to prescribers (8/13/13, 9/3/13)

e buildingpeerrunservices, peernavigators or peersupports (8/13/13)

e pre-release connections by the outpatient provider —or by peers—can help to reduce noshow
rates (8/13/13)

e Otherneededresourcesforespecially forindividuals with addictionsinclude (8/13/13):

o An ability forhospitals/providers to accessinformation about priortreatments, in order
to make informed and wise treatment decisions

Wet shelters

Non-demanding alternatives

Reimbursinginpatient units even for people without axis | psych d/os.

Standard inpatient groups need to focus on SA issues as well as more classic mental

illnessissues

e increasedand more comprehensive crisisservicesin all parts of the state (8/13/13)

e adequate, available,affordable housing for people with mental illness, especially problematicif
theyalso have addictionsissues and correctional/criminal histories (8/13/13)

e Dbettercoordination of care between SA and MI, between clinicians and parole/probation,
between hospitals and jails/prisons; need for reimbursement for these “coordination” services
which currently are not reimbursed; need forIT solutions to enhance cross-transition
coordination (8/13/13)

e needforservicesimmediatelyavailable to people released unexpectedly from court, jail, or
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prison (8/13/13)

e importantrole of healthhomesin coordinating between MH, SA and somaticcare providers
(8/20/13)

e needforengagementandservice deliveryto TAY populationinaformatacceptable to this
group (8/20/13)

e istherearoleforinvoluntary outpatient commitmentforcertain peoplewho resist engagement
incare (8/20/13)
e suggestionsfordual diagnosis (8/27/13):
o developreimbursementoptionsforo/p providersto meetwith inpatients priorto
release to begintransitional care
o Developspecialized, dual diagnosis, crisis residential “shelters” with:
=  (Crisiscounseling
= Case Managementforconcrete thingslike beds, food, entitlements, etc.
=  Ambulatory detoxification
e Maybeeventhe ability to be a “wet” shelter?
o Special focuson high utilizers, to develop interventions to get the system’s “arms
around the patient” to steer patienttoward more efficienttreatment resources
e Traumainformed care approaches(8/27/13, 9/3/13)



o Recognitionthatatleast some resistance is borne out of prior bad and traumatizing
experiencesincare

e Istherearoleforjail based competency restoration (8/27/13) (the clinical workgroup did not
supportthisapproach)

e Expandcrisisservicesacrossthe state for adults and for youth (9/3/13)

e Thereisa needforpreauthorization foradmissions to steer patients toward less costly
interventions duringacrisis —not all crises need admissiontoinpatient care. The ASO may be
well suited forthis, but there would be need forbuyinfrom EDs and inpatient programs
(9/3/13).

e Needfor“respite” and especially long-term respite, for parents of youth with SED/SMI (9/3/13).
e Needstrategiestomanage/avoidinterruptionsin care across transitions fromone programto
another, one level of care to another, one systemto another, one jurisdiction to another

(9/3/13)
e Needfortransportation assistance (espinrural areas) (9/3/13)
e Needforhealthliteracytraining(9/3/13)

The meetingended at 1730.

Minutes prepared by Erik Roskes



